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Crohn’s disease is an inflammatory bowel disease in which extraintestinal manifestations occur in 25–40% of patients. Genital Crohn’s disease is one of the extraintestinal 
manifestations. There are two modes of presentation of genital 
Crohn’s disease in boys [1,2]. The first one is a direct extension from 
the bowel by transmural fistulization to the genital region and present 
as fistula, abscess, ulcer, or edema. The second type is metastatic, in 
which there is a deposition of granulomas and abscesses involving 
penis and scrotum [3]. The penile and scrotal edema is assumed to 
be due to lymphatic obstruction in the hypogastric area or at the base 
of the scrotum and corpora cavernosum. Cutaneous manifestations 
are often associated with colonic Crohn’s disease as against small 
bowel Crohn’s disease [4]. The case series includes three teenage 
boys who were presented to the hospital with swelling in the penis.
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Case 1
A 13-year-old teenager was presented with swelling of the penis 
(Fig. 1), to the surgical team who subsequently had circumcision. 
The biopsy of the foreskin revealed multiple granulomata. There 
were no bowel symptoms. He had a history of perianal abscess 
10 years before admitting to the hospital. On examination, he had 
superficial oral ulcerations and few skin tags in the perianal area. 
He had upper gastrointestinal endoscopy and colonoscopy which 
showed cryptitis in the cecum. Rest of the study was normal. He 
was commenced on aminosalicylates. He remained asymptomatic 
and is currently under follow-up.
Case 2
A 14-year-old adolescent male was presented to the surgeons with 
the symptom of penile and scrotal swelling (Fig. 2). The patient 
had a family history of Crohn’s disease where his grandmother 
was affected. The patient had circumcision and histopathology of 
the foreskin showed granulomatous lymphangitis. 2 years later, 
he developed bowel symptoms and weight loss. The endoscopic 
examination confirmed the diagnosis of Crohn’s disease affecting 
mainly the ascending colon and transverse colon. His bowel 
disease was treated with intravenous steroids, followed by 
oral steroids, infliximab, and azathioprine. His penile Crohn’s 
disease was under remission most likely due to a combination of 
circumcision and medical management of bowel symptoms.
Case 3
A 16-year-old male adolescent was presented with bowel 
symptoms and raised inflammatory markers. There was a family 
history of Crohn’s disease. He was diagnosed to have Crohn’s 
disease following endoscopy, for which he was managed with 
aminosalicylate, azathioprine, and adalimumab. He was also 
being treated for psoriatic arthropathy. 18 months later, he had 
phimosis and edema of penis and scrotum. It was confirmed as 
Crohn’s disease by histopathology which got better with topical 
steroids but only for a brief period. The patient had relapse of 
genital symptoms, which showed improvement after he had 
received infliximab in place of adalimumab. Later, the patient 
developed a problem with urine stream, for which he was referred 
to the surgical team. He is under follow-up now.
DISCUSSION
The diagnosis of genital Crohn’s should be suspected in patients 
with Crohn’s disease when they are presented with edema of 
the genital region, phimosis, or penile ulcers [5]. Genitourinary 
complications occur in 5–20% of patients having Crohn’s 
disease [6]. In the pediatric population, the metastatic disease 
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most often occurs at the same time or precedes the Crohn’s 
disease [7]. Histopathological examination of metastatic genital 
lesions reveals non-caseating granulomatous inflammation [5].
In our case series, there were varieties of presentations, even 
though swelling of the penis was the common denominator. In 
the first case, the child had genital Crohn’s disease without bowel 
symptoms. The second patient developed genital Crohn’s before 
gastrointestinal symptoms. The third patient developed bowel 
symptoms followed by the genital symptoms.
In the current case series, in the first patient, circumcision had 
shown to be effective so far, but it would be too early to come 
to a conclusion. The genital Crohn’s in the second patient had 
been under remission due to the combination of circumcision 
and infliximab and azathioprine. In the third patient, the 
disease initially responded to topical steroids but relapsed with 
more severity. It was active despite offering aminosalicylate, 
adalimumab, and methotrexate. It responded when we replaced 
adalimumab with infliximab.
From this case series, it was indicated that circumcision may 
prove to be useful. Infliximab was found to be effective when 
other drugs failed to achieve remission.
In the previous studies, metronidazole and prednisolone 
had been used in combination to achieve remission [8-10]. 
Following the achievement of remission by the above regime, 
different methods can be used to maintain remission. In a case 
report by Lane et al., maintenance of remission was done using 
regular metronidazole, minimal dose of prednisolone, and 
azathioprine [9]. Oral steroids (alone) were used for remission 
by Gomez et al. [10] Remission of genital Crohn’s disease could 
also be achieved by topical steroids [11] or intralesional steroid 
injection [12]. Many previous case reports have shown evidence 
of the role of infliximab in refractory metastatic genital Crohn’s 
disease [13-15]. Patients who failed to respond to the combination 
of prednisolone and azathioprine have shown response to the 
addition of infliximab [13]. There could be a complete resolution 
of symptoms by the end of infliximab induction [15].
Surgical management of penile Crohn’s includes surgical 
plastic reconstruction or surgical plastic suturing [16], split-
thickness skin graft [17], circumcision [10], regular curettage, and 
radical excision of penile and scrotal skin [18]. Circumcision is 
found to be a useful surgical option in penile Crohn’s disease on its 
own or in adjunct with medical treatment [19,20]. The treatment 
has to be tailored down to each patient. Large multicenter trials or 
meta-analysis of the treatment of genital Crohn’s would be useful 
to formulate guidelines to standardize the treatment.
CONCLUSION
When we encounter genital lesions in patients with Crohn’s 
disease, we should have a high index of suspicion to diagnose 
genital Crohn’s disease. When the genital involvement precedes 
the gastrointestinal symptoms and if we suspect Crohn’s disease, 
every effort should be made to prove or disprove the diagnosis, 
including colonoscopy screening. From our study, circumcision 
and infliximab have been found to be useful in achieving 
remission, either on its own or in combination.
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